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there is a shortage of therapists living and working in rural and remote areas of Australia.
Australia is the world's sixth largest country in terms of landmass covering 7,686,850 square kilometres. However, the approximately 22 million people who live in Australia are largely concentrated in urban areas along the coastal fringe of the eastern states. Increasing distance from the coast means lower population density and reduced access to health services, including therapy. The shortage of rural-based therapists means that a person with a disability in a rural area is significantly disadvantaged in accessing early therapy intervention compared with peers living in metropolitan areas (Doherty, 2007) . 
Therapy service delivery in NSW
Historically, underfunding of the disability sector has resulted in long waiting lists and strict eligibility and prioritisation criteria that see some people who would benefit from therapy services missing out altogether. The problem of access has been further exacerbated in rural areas where fewer therapy services exist than in metropolitan areas (Keane et al., 2011) .
In the past five years disability services in NSW have benefited from a substantial increase in funding under the state government's Stronger Together program (New South Wales Government, 2006) . While this program has included significant enhancements to both government and non-government therapy services, difficulties in recruiting and retaining therapists in rural and remote communities remain (Chisholm et al., 2011; Keane et al., 2011) . These recruitment and retention problems limit the capacity of the sector to deliver enhanced services despite increases in funding.
Stronger Together advocates for person-centred early intervention approaches (New South Wales Government, 2006). However, therapy services provided in rural and remote areas are dependent on the availability, location, and expertise of therapists. Winterton and Warburton (2011) indicated that an individual's access to available services will also be dependent on variables such as transport, cost, and child or respite care.
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Persons with a disability who live in remote Aboriginal communities experience additional service access barriers (NSW Ombudsman, 2010) . In NSW, there is a lack of reliable demographic information about the Aboriginal population living in remote communities. Therefore, the specific needs of people with a disability living in the communities are not well understood and may be hidden to mainstream services.
Compounding this lack of recognition on the part of service providers, Cheng, Clarke, Moore, and Lau (2011) reported mistrust of authorities on the part of some members of
Aboriginal communities such that they may not seek disability services.
On the workforce side, recruitment to non-metropolitan therapy positions is difficult.
Research into the allied health workforce in Australia by Keane et al. (2011 ), Lyle et al. (2007 , and Smith, Cooper, Brown, Hemmings, and Greaves (2008) has indicated that therapists who were born, trained or had student placements, and/or had family living in rural areas were more likely to seek and remain in employment in rural or remote areas.
Recruitment strategies to target this group via student placement scholarships, payment of relocation expenses, and rural internships have been somewhat successful (Keane et al., 2011) . Nonetheless, these strategies target new graduates who are likely to require significant support and supervision to work in geographically and socially isolated settings with a client group with complex needs.
Retaining therapists in these settings is also problematic. Ongoing training, support, supervision and opportunities for career advancement were identified by Chisholm et al. 
Therapy delivery models in rural and remote areas
Currently, in order that few therapists cover vast geographic distances in rural and remote Australia, "hub and spoke models" of service delivery are employed (Battye & McTaggart, 2003; Veitch & Battye, 2008) . Under these models, therapy teams are located in a "hub" and provide outreach services along "spokes" to clients living in more remote locations. For example, a therapist based in the inner regional NSW "hub" town of Dubbo (population approximately 40,000) may provide outreach twice a year to the very remote "spoke"
Aboriginal community of Wilcannia. Providing this outreach service would entail a 1¾ hour flight followed by a 2-hour drive. Individual therapists may also live along spokes thereby bringing staff closer to the people who require the services, reducing travel time and costs, and increasing staff knowledge of and connection to the community. For example, a therapist may live in the outer regional town of Coonabarabran, provide outreach to the remote communities of Walgett and Brewarrina 2-3 hours' drive north-west, and have their administrative "hub" 1½ hour's drive south-west in Dubbo. Under this model the therapist is more centrally located for providing outreach services to the more remote communities than if she or he lived in Dubbo. As in the case of Dubbo, the hub is a centre large enough to support staff administratively and with professional development opportunities and collegial relationships (Battye & McTaggart, 2003) .
A potential bi-product of delivering services in a hub and spoke model may be inequitable access for those at the extremities of the spokes. For therapists, dispersed service delivery models such as "hub and spoke," along with agency divisions based on client level and type of disability, make it difficult to collaborate with other therapists in the local areas.
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As team-based practice is a known retention factor for allied health professionals, the lack of opportunities to work in a team may impact on recruitment and retention of therapists (Doherty, 2007) . It is under the hub and spoke models that the above problems with access and with therapist recruitment and retention have been found.
Conclusion
Effective early intervention requires a workforce sufficient to see people in a timely manner, along with strategies to ensure that those living in rural and remote locations have access to therapy. Workforce and service access issues are therefore inter-related and point to the need for new service delivery models. New models may include employing, training and supporting a person in a local community as a therapy assistant who works under the direction of a "hub-based" therapist to deliver regular and timely intervention. Technology may also assist in addressing professional isolation among rural-based therapists with internet-based forms of mentoring for early career therapists, and the establishment of professional networks that facilitate therapist communication across metropolitan, rural, and remote areas.
NSW government policy advocates for early intervention and person-centred therapy services (New South Wales Government, 2002 , 2006 . While in keeping with bestpractice principles, these policy goals must be translated on the ground in rural and remote areas. Innovation is required, and collaboration between rural and remote therapists, people with a disability and their carers, and researchers could provide opportunities to develop, implement, and evaluate collaborative new service delivery models that meet local needs across the disability sector. 
